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HCP PROGRAM OVERVIEW

HCP Vision

All Colorado children and youth with special health care needs will be valued, integrated and
thriving.

HCP Mission

The mission of HCP, a program for children and youth with special health care needs within the
Children and Youth with Special Health Care Needs (CYSHCN) Section at the Colorado Department of
Public Health and Environment (CDPHE), is to ensure that children and youth with special health care
needs have the opportunity to grow, learn and develop to their highest individual potential. HCP
serves Colorado children and youth with special health care needs, age birth to 21, and is a resource
for families, health care providers, and communities. HCP works closely with state agency partners
and local public health agencies to implement three core program components:

1. HCP Care Coordination
2. HCP Specialty Clinics
3. Medical Home Systems Development

The Maternal and Child Health Bureau has identified core optimal outcomes for children and youth
with special health care needs and their families. These six national outcome measures guide
program efforts:

1. Families will be partners in decision-making at all levels and be satisfied with the services
they receive.

2. Children and youth with special health care needs will receive coordinated, ongoing,
comprehensive care within a medical home.

3. Children and youth with special health care needs will have adequate private and/or public
insurance to pay for the services they need.

4. Children will be screened early and continuously for special health needs and receive timely
follow up to definitive diagnosis and clinical management.

5. Community-based services for children and youth with special health care needs will be
organized so families can use them easily.

6. Youth with special health care needs will have the services necessary to transition to all
aspects of adult life including adult health care, work, and independence.

Definition of Children and Youth with Special Health Care Needs

The Maternal and Child Health Bureau defines the population of children and youth with special
health care needs as “those who have, or are at increased risk for having, a chronic physical,
developmental, behavioral or emotional condition and who also require health and related services
of a type or amount beyond that required by children [and youth] generally” (Maternal and Child
Health Bureau, McPherson, et al., 1998).
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Supporting a Medical Home Approach

The American Academy of Pediatrics, the American Academy of Family Physicians and the National
Maternal & Child Health Bureau are promoting medical home partnerships between providers,
families, and community organizations, such as local public health agencies, to support the family
and providers. Using a medical home approach, families and physicians work together to identify and
access all the medical and non-medical services needed to help children and their families reach
their maximum potential. Essential components of a medical home approach include care that is
accessible, patient/family-centered, continuous, comprehensive, coordinated, compassionate and
culturally responsive.

Visit for more information on Medical Home.
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HCP PROGRAM POLICIES & GUIDELINES

The HCP Policy & Guidelines document is focused on two of the CYSHCN Section program
components: HCP Care Coordination and HCP Specialty Clinics. The document, as well as information
about Medical Home Systems Development, is posted online at . The hyperlinks
throughout the HCP Policy & Guidelines link to companion documents such as Forms, Instructions,
Roles & Responsibilities, Training Materials, and FAQ Sheets posted on the HCP Website. The intent
of the companion documents is to ensure fidelity to program components and to provide consistent
guidance for local public health agencies (LPHAs) and other partners contracted to provide HCP
services.

LPHAs and other partners are responsible for knowing and adhering to the HCP Policy &
Guidelines, HCP website materials, companion documents, HCP Training Modules, and other
requirements as outlined in their individual contracts.

HCP is using this document to define requirements and clarify expectations; however, each agency is
expected to determine the best way to meet those requirements.

Training Requirements

HCP Orientation

LPHAs and other program partners are expected to complete HCP Orientation and program Training
Modules as they become available, and as appropriate, for all HCP Components. Select online

training is available on our under partner and provider resources.
1. LPHAs should notify their state HCP Consultant of any changes in local HCP staffing,
including vacancies and new hires within 15 business days of change date.
2. New LPHA staff should register for and complete the (offered

monthly) within 45 days of start. If there is a conflict, please contact your HCP Consultant
to determine next steps.

3. New LPHA HCP staff will complete HCP Orientation and Training Modules within 45 days of
start.

4, New LPHA HCP Managers will contact their state HCP Consultant for an HCP overview
within 45 days of start.

Patient Navigator Training

Effective October 1, 2016, HCP teams will be required to successfully complete
through the Colorado Patient Navigator Training Collaborative, as outlined below. It’s
important that agencies know:

e the courses are free to Colorado residents.

o the Patient Navigator Training Collaborative schedules courses across the state. Agencies are
expected to make every attempt to attend courses within their region in order to minimize
travel costs.

e agencies are expected to prioritize the use of training funds from their HCP budgets to attend
patient navigator training, and other training that directly supports the work of HCP.

e HCP program training is separate from the patient navigator training opportunities and will
not count toward the patient navigator training requirement.
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o staff should keep proof of attendance for patient navigator training and include in the HCP
annual report, a brief explanation of the trainings that were successfully completed by each

HCP team member.

e training must be taken through the Patient Navigator Training Collaborative.

REQUIREMENT 1: TIMELINE FOR COMPLETION OF TRAINING

All existing HCP team members must complete required patient navigator training no later than
September 1, 2018. Any HCP team member hired after October 1, 2016 must complete training

within one year of hire, unless an extension is approved by the HCP Consultant.

REQUIREMENT 2: COURSEWORK

Coursework requirements have been divided into three categories: Required, Recommended and Nice
to Have (refresher courses and/or advanced work). These categories take into account competencies
already met by licensed staff (nurse or social worker), including nurse supervisors. Non-nurse HCP
team members who support the delivery of care coordination are expected to complete level 1 of
the Patient Navigator Training. Agencies should prioritize HCP staff training according to role and
level of effort in support of HCP care coordination.

Capacity Building (2 days)

NICE TO
REQUIRED RECOMMENDED HAVE
COURSE LEVEL / NAME ] ] Non- ] - Non-
Licensed Licensed . Licensed Licensed .
Supervisor Staff SRR Supervisor Staff LEElEe
Staff Staff
Level 1 - Patient Navigator X
Fundamentals (3.5 days)
Level 2 - Advanced Motivational
s X X
Interviewing (1 day)
Level 2 - Advanced Care " "
Coordination (1 day)
Level 2 - Advanced Health « «
Literacy (1 day)
Level 2 - Social Determinants and
Health Equity (2 days) X X
Level 2 - Facilitation (2 days) X
Level 2 - Emotional & Social
Aspects of Disease (online) X
Level 2 - Advanced Health
Behavior Change course X
(online + 1 day)
Level 3 - Leading and
Administering a Patient X X
Navigation Program (1 day)
Level 3 - Using Evaluation for
Program Improvement and X X

RECOMMENDATION: Agencies are encouraged to build
descriptions as minimum requirements for HCP team members.

Please direct questions regarding these requirements to your HCP Consultant.

into their job

HCP Policy & Guidelines
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CYSHCN Data System (CDS)
The CYSHCN Data System (CDS) is the data system for the care coordination and specialty clinic
components of HCP. LPHAs who are contractually required to provide, or who have elected to
provide, care coordination or specialty clinic services are required to enter data into CDS. HCP has
to operate and maintain a program for children with disabilities (CRS Title 25;
Article 1.h, Letter (r)). CDPHE collects the minimum data necessary to operate and maintain this
program (HCP) through the CYSHCN Data System (CDS). HCP state and local offices use the data for
assessment, planning, evaluation, reporting, and, in some cases, contract monitoring.

1. to CDS will be granted to local HCP staff, including care coordinators, support staff
and managers.
2. HCP staff shall enter data into CDS within 30 days of a client contact, including, but not

limited to, care coordination and/or specialty clinic documentation.

Internet Browser Requirements

CDS will operate on all modern internet browsers that are the equivalent versions (or newer) of each
of the following:

Chrome
Firefox
Safari

Opera
Mobile Safari

IE Mobile
Internet Explorer

Android Browser

It is required that users periodically update their internet browser and clear their cache to keep CDS
functioning at its highest capacity. Outdated browsers can prevent CDS updates from taking effect
and cause issues with the overall functionality of the program. Instructions for clearing the cache can
be found under the “help” feature of any internet browser. Additional questions regarding this
process can be directed to the HCP Data Manager.

Promoting Bidirectional Learning & Communication

The following tools promote learning and communication between state and local HCP teams:

1. HCP Meetings:
a. Bi-monthly HCP Statewide meetings:
i. HCP Statewide Meeting Materials are available on our HCP
ii. Agencies are expected to designate appropriate personnel to attend and
participate in scheduled HCP statewide meetings. Minimally, agencies should
assign one representative to attend.
b. Other meetings:
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i. Agencies are expected to designate appropriate personnel to attend other HCP
meetings (i.e. annual meetings, training sessions), as organized by the CDPHE
HCP Program.
2. HCP Blast: HCP teams are expected to read the monthly HCP Blast for relevant information
regarding program updates, training opportunities, and more.
3. HCP website: HCP teams are expected to regularly review website documents and content
for updates. Changes to documents or website content will be highlighted in the HCP Blast.
4. Google Docs / Google Forms / Google Chrome: From time to time, state HCP consultants
will share documents and/or request feedback from LPHA HCP teams using Google Docs or
Google Forms. Agencies are asked to work with their IT personnel to ensure access to HCP
program materials using Google Chrome.

HCP Consent and Release

LPHAs are required to obtain a signed from families who
are receiving HCP Care Coordination and/or being seen at HCP Specialty Clinics. The form must be
updated at least annually, or as required by LPHA policies. Agencies may use their own form,
provided that it is approved by their local HIPAA compliance officer. Talking points are available on
our under Training to help HCP teams talk to caregivers about the document.

We strongly suggest that agency forms include the following considerations:

1. Notice of data storage - describes the CDS data base and associated risks

2. Notice of privacy practices

3. Information to be released / Supporting Educational Needs - includes information necessary to
exchange information between schools and HCP

Transportation

HCP Specialty Clinic Coordinators and/or HCP Care Coordinators are not responsible for the direct
transport of pediatric specialists or clients to or from clinics and are encouraged to consult their
LPHA policies and guidelines concerning transportation and liability. However, helping families learn
how to access and arrange transportation is an appropriate care coordination activity. (See HCP Care
Coordination Section for documentation requirements.)

Monitoring

Monitoring is a contractual obligation and should be done in partnership with state HCP Consultants.
The overall purpose of monitoring is to enhance communication, program planning and evaluation
efforts, and to determine the need for resources and technical assistance. This will be accomplished
through a variety of mechanisms, including but not limited to:

1. LPHAs are expected to monitor their care coordination case load volume, including
individual progression through the HCP Care Coordination model using reports available
within CDS. State HCP Consultants recommend running reports at least quarterly;
however, monthly may be more helpful depending on case load.

2. LPHAs are expected to connect with their HCP Consultant at least once per year, unless
additional TA is needed or as contractually required.
3. LPHAs can expect that:
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e State HCP Consultants will provide a brief written summary, with highlights following a
site visit.

e State HCP Consultants are available between visits, as needed, for troubleshooting,
training, etc. via telephone or email.

Community Outreach & Marketing of HCP

LPHAs are expected to conduct outreach to community organizations to establish connections and
strengthen referral systems for children and youth with special health care needs and with HCP.

To ensure that HCP communications are coordinated, consistent and meaningful, in the spring of
2015 HCP Consultants with the help of a communications workgroup developed a

for LPHAs to follow. This tool is located in the Appendices
section of this document and serves to help HCP clinic and care coordinators as they conduct local
outreach to families and partners within their communities. In addition, the document provides
guidance on using HCP communications materials, including programmatic requirements, as well as
outlines LPHA marketing efforts such as brochures and webpages.

LPHAs are expected to work with their HCP Consultant to determine the amount of time dedicated to
community outreach and shall report their efforts in the Annual Report which is due no later than
October 31.

Continuous Quality Improvement

State HCP staff, in collaboration with LPHAs and other partners, will work to collect aggregate HCP
Care Coordination / HCP Specialty Clinic data to help inform state and local decision-making
processes and to ensure that HCP is meeting its vision and mission. This includes but is not limited to
completion of planning forms and annual reports, family surveys, key informant interviews, follow-up
and exit surveys, and focus groups.

Translation & Interpretation

LPHAs receiving federal funding must ensure that they will comply with applicable provisions of
federal civil rights laws and policies prohibiting discrimination, including but not limited to Title VI of
the Civil Rights Act of 1964, which prohibits recipients from discriminating on the basis of race,
color, or national origin, which includes limited English proficiency (LEP). Translation and
interpretation is a requirement for all programs receiving Federal MCH Block Grant Funding.

Effective communication with LEP individuals requires LPHAs to have language assistance services in
place. There are two primary types of language assistance services: oral and written.

¢ LPHAs may need to identify and translate vital documents to ensure LEP individuals have
meaningful access to important written information.

e LPHAs are required to provide interpretation in the family’s native language for any family
who does not understand the English spoken language. This includes providing interpretation
services for individuals who may use American Sign Language. (see section on ADA, and
effective communication )
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More information and guidance can be found in the

Americans with Disabilities Act (ADA)

LPHAs receiving federal funding must ensure that they will comply with applicable provisions of the
American’s with Disabilities Act (ADA), including but not limited to, . “No
individual with a disability in the United States, can be excluded from the participation in, be denied
the benefits of, or be subjected to discrimination under any program or activity receiving Federal
financial assistance.” Title Il of the ADA applies to all healthcare facilities, regardless of the size of
the office, or number of employees. This includes hospitals, nursing homes, psychiatric and
psychological services, offices of private physicians, dentists, and health clinics.

HIPAA

LPHAs should adhere to their agency’s policies and procedures regarding protected health
information (PHI), confidentiality, consent and release of information, and records
retention/storage.
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HCP CARE COORDINATION

Care coordination addresses the interrelated behavioral, developmental, educational, financial,
medical, and social needs of an individual in order to optimize health and wellness outcomes. Care
coordination is a person-and-family-centered, assessment-driven, team activity designed to meet
the needs and preferences of individuals while enhancing the care giving capabilities of families and
service providers (Colorado Care Coordination Resource Guide, June 2013).

HCP provides care coordination services that aim to improve the quality of life for children and youth
with special health care needs and their families by improving their abilities to appropriately and
effectively utilize the health care system in collaboration with the child/youth’s primary care
provider. The primary goal of HCP is to equip families with the skills, resources and knowledge
needed to be confident in coordinating and advocating for their child's health care needs.

HCP Care Coordinators shall work with families to:

e promote participation in decision making coordinate access to pediatric specialty

e promote independence care

¢ identify community and state services and e navigate options to help pay for health
resources care

o help with referrals to community and state o coordinate transition to adult health care
services and resources o assist with identifying respite care

e provide education and guidance in resources
coordinating health care o collaborate with a child's health care

e promote communication between providers providers
and community resources e support a medical home approach using

evidence based activities
Policy & Guidelines

Staffing & Competencies

1. Staff that support the delivery of HCP Care Coordination services, are to deliver services
according to the HCP Care Coordination model.
2. Agencies must ensure that the work is being done by the appropriate individual, paying
attention to licensure and scope.
3. The HCP Care Coordination model supports a multi-disciplinary team approach, when
appropriate and feasible.
a. The HCP team must include a registered nurse.
b. Patient Navigators or other non-licensed HCP team members may carry a caseload
and/or provide support to families, if delegated by a nurse or social worker.
c. It is appropriate to assign a licensed professional (nurse or social worker) as team lead
for oversight.
i. Licensed professionals are always working within their licensure and should
provide oversight and delegate as appropriate.
2. HCP team members providing care coordination must be able to meet and/or exceed the

LPHA Capacity
1. HCP Information Only requirements:
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a. LPHAs must provide information and resources to families and community members
seeking resources, as a core public health service.

b. Agencies will submit targets for these services annually as part of the HCP planning
process.

c. Agencies will be required to track and report progress on targets. See
section for details.

HCP Care Coordination Caseload requirements:

a. Effective October 1, 2016, agencies will be expected to meet or exceed a ratio of one
full time employee (FTE) equivalent to 58 clients (1:58) average ratio for the budgeted
year. Using this ratio, agencies calculate targets based on the number of FTE included
on the care coordination budget. Agencies must reach the percent of the targets
specified in their contract deliverables.

i. FTE totals include any work supporting the delivery of care coordination
efforts, including administrative time & community outreach/education.
Manager oversight and agency level administration are not included in the FTE
calculation.

ii. An agency with significant information only numbers may be able to substitute
information only calls to meet care coordination targets. Requests for
substitution will be considered by the state on a case by case basis.

Funding:

a. If the percent of target met as specified in the contract is not reached, the state
reserves the option to cap in proportion to the target reached, the funding that can be
budgeted for care coordination the following contract year. The difference in funding
amount due to the cap may be added to other MCH priority budgets at the discretion
of the agency.

i. Once this cap is in place, it will not be allowed to increase unless targets are
exceeded in the following year. The planning form for the subsequent year will
still need to meet the outlined HCP requirements in order to remove the cap.

LPHAs are responsible for providing care coordination and/or linking children living within
their jurisdiction to care coordination services, unless arrangements have been made with a
neighboring LPHA to assume this role.

a. For children living in counties that have opted out of HCP Care Coordination, local HCP
staff is expected to refer the child/youth and their family to their primary care
provider, and/or other community-
based organizations for assistance coordinating their care, as appropriate.

b. For children living in counties that have opted in to HCP Care Coordination, local HCP
staff is encouraged to collaborate with primary care providers, the RCCO and/or other
community-based organizations to coordinate triage and referral for care coordination
services, in order to maximize resources and avoid duplication of services.

c. LPHAs, in collaboration with their RCCO, are encouraged to work towards developing a
formal agreement to facilitate the sharing of client information and establish roles and
responsibilities for care coordination in the region in order to maximize resources and
avoid duplication of services.
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HCP Care Coordination Model

LPHA’s are expected to comply with the HCP Policy and Guidelines and the HCP Care Coordination
Model. The HCP Care Coordination model consists of the following elements and processes:

HCP Care Coordination Model

Shared Plan

New Plan of Care /

Intake Interview Inactivation

« Resources
« Referrals

« Assessment of Need of Care

« Social Determinants Pl o
of Health (SDoH) « Plan of Care

* Re-assess:

« progress on Plan
of Care

« goals & priorities

« Does the
child/youth need
Care Coordination?

« Update existing
Plan of Care

« Create new Plan of
Care

« Close case

Creation
« Plan of Care
Reviews

« Medical Conditions

on assessment

Assessment
(3 parts)

Information Only

Reassessment

Information Only

In the HCP model of care coordination, providing resources for children and youth with special needs
is referred to as ‘Information Only.’ It encompasses all information, education, resources, and/or
referrals given to families, providers, and other community agencies, when the family does not want
or need the full model of HCP Care Coordination.

1. All LPHAs are to provide, at a minimum, information, resources, and to families,
providers, and other community agencies.

2. LPHAs are required to enter ‘Information Only’ data in CDS. Per the MCH/HCP, OPPI/HCP,
and HCP contracts, LPHA are required to provide these numbers as a part of their annual
HCP report.

Agencies are expected to appropriately categorize families into information only. If an agency is
providing information, resources or referral, including consultation to another entity, it should be
tracked under information only. Educating other community organizations or providers about HCP
may also be tracked as information only and should be categorized as outreach. For any other
questions related to this process, please consult your team lead and loop in the HCP Consultant as
needed.

Intake Interview

The ‘Intake Interview’ is the first core component of the HCP Care Coordination model. The HCP
Care Coordinator uses the Intake Interview to determine whether or not the family needs and wants
care coordination. The tool is used to identify and support the family’s strengths, concerns, culture,
and values. It also is used to collect baseline data about HCP clients before care coordination
activities begin.

1. The HCP Care Coordinator must conduct an Intake Interview with each child/youth and
their family who may want or benefit from care coordination. The Intake Interview must
be documented in CDS.
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2. A new Intake Interview is to be completed and entered into CDS when:

a. a client has been inactivated in CDS and needs to resume care coordination at a later
date, a new Intake Interview must be conducted and documented in CDS before
continuing to a new Assessment.

b. a client has transferred between counties and wishes to continue participating in HCP
Care coordination.

Assessment of Need - 3 parts

A. The ‘Assessment’ is the second core component of the HCP Care Coordination model. The
Assessment provides an opportunity to explore, build, and strengthen the relationship with
the family, as well as learn about and consider the child/youth’s special health care needs
and the family’s concerns, strengths and goals.

1. Every child/youth who is receiving HCP Care Coordination must have an
Assessment on file which has been documented in CDS.
2. The HCP Care Coordinator must review and update the Assessment every six

months, or more frequently as needed, and such reviews must be documented
in CDS as an Assessment Review.

3. The HCP Care Coordinator must use the information from the Assessment to
create and update the Plan of Care.
4, The HCP Care Coordinator must complete an Assessment with each child/youth

and their family prior to moving on to the Shared Plan of Care.

HCP does not require that the assessment process be completed by a licensed professional
(nurse or social worker); however, if delegated, assessments and shared plans of care must be
created by trained Patient Navigator. This work must be monitored by a licensed professional.
(See Staffing & Competency section, above.) HCP teams must include at least one registered
nurse.

B. Social Determinants of Health

The Social Determinants of Health (SDoH) questions are used to determine Federal Poverty
Levels (FPL) and must be collected during the assessment process. SDoH fields are required to be
documented in CDS and should be used by the HCP Care Coordinator to help identify appropriate
community and state services and resources for the child/youth and family. The Social
Determinants of Health information must always be kept up to date in CDS with the most recent
and accurate information.

HCP Care Coordinators must review this information with the family each time they complete a
review and any changes should be documented in CDS. If no updates are made to the data
entered in CDS in a year’s time, the HCP Care Coordinator will be prompted to verify that the
information is still accurate.

C. Medical Conditions

The Medical Conditions form is a place to document the child/youth’s medical condition(s). It is
required that medical conditions are documented in CDS for each client. This information helps
guide HCP Care Coordination activities and identification of potential community and state
services and resources and/or referrals. The medical condition(s) must always be kept up to date
in CDS with the most recent and accurate information.
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HCP Care Coordinators must review this information with the family each time they complete a
review and any changes should be documented in CDS. If no updates are made to the data
entered in CDS in a year’s time, the HCP Care Coordinator will be prompted to verify that the
information is still accurate.

Shared Plan of Care

A written Shared Plan of Care is the third core component of the HCP Care Coordination model. The
shared plan of care is intended to be a family-friendly, take-away document and is developed in
partnership and shared with the child/youth, their family, the HCP Care Coordinator, any other
primary care provider, and/or any ancillary service providers identified by the family. This is the
child/youth’s care team. Appropriate communication and sharing between members of the
child/youth’s care team supports the continuous and coordinated components of a medical home
approach. The of a shared plan of care is evidenced by care that is well coordinated across all
involved

The HCP Shared Plan of Care is used to create goals and next steps for the child/youth and their
family related to current care coordination needs.

1. The HCP Care Coordinator must create a Shared Plan of Care for each child/youth and their
family who is receiving care coordination. The plan of care must be documented in CDS, and
include:

a. lIdentification of which pre-populated goal statements have been included on the HCP
Shared Plan of Care.

b. Other goals added to the current plan of care.

2. The HCP Care Coordinator must develop and prioritize the plan of care goals in partnership
with the child/youth and their family.

3. The HCP Care Coordinator must provide the family with a print copy of the Shared Plan of
Care.

4. The HCP Care Coordinator must share/communicate the plan to other identified care team
members, as appropriate.

5. The HCP Care Coordinator must review and update the Shared Plan of Care as frequently as
needed in order to help the child/youth and their family achieve and/or make progress on
established goals.

a. The plan of care drives the work: best practice is to develop a timeline for achieving
goals outlined on the shared plan of care, as well as review and follow-up. The plan of
care should be reviewed with families for progress regularly to maintain engagement,
understanding and promote progress.

b. Shared Plan of Care Reviews must be documented in CDS, including identifying which
goal statements have been completed on the Shared Plan of Care and with whom the
plan of care has been shared.

c. HCP Care Coordinators should review the Consent and Release of Information form
regularly to ensure that consent is given to share the plan of care with all identified
care team members. See section for additional information.
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Assessment Review

The Assessment Review is the fourth component of the HCP Care Coordination model. HCP Care
Coordinators must complete a review of a child/youth’s progression through the HCP Care
Coordination model at least every six-months. This Assessment Review is a comprehensive review of
the activities that have commenced during that period.

1. A reassessment of strengths and concerns should be completed by reviewing the child/youth’s
most recent Assessment Forms and Shared Plan of Care and should occur after any of the
following events:

a. Child/youth and their family’s situation or conditions change.

b. Child/youth and family have achieved the established goals, as identified on the
written Shared Plan of Care.

c. Six months have elapsed since the last Assessment Review/ Reassessment.

2. The Assessment Review should result in one of the following activities or outcomes:

a. ldentify barriers to achieving established goals and update the Shared Plan of Care for
continued progress.

b. Identify new priorities and goals and create a new Shared Plan of Care.

c. Case Inactivation.

3. The HCP Care Coordinator must document both the Assessment Review and Shared Plan of
Care reviews in CDS, including documenting family responses to Follow-up and Exit Surveys. If
a family has been lost to follow up, they should be inactivated from the system.

Case Inactivation

The fifth core component of HCP Care Coordination is ‘Inactivation’. After the Assessment Review, if
it is determined that all priorities and goals have been achieved by the family and no further
priorities or goals are identified, the HCP Care Coordinator and family should move to Case
Inactivation. It is important that all parties understand that the family can return to HCP Care
Coordination at any time, should the need arise.

Remember, the goal of HCP Care Coordination is to equip families with the skills, resources and
knowledge needed to be confident in coordinating and advocating for their child’s health care
needs ... on their own.

Questions to ask when considering Inactivation:

e Does child/youth need the intensity of services HCP Care Coordination provides? If a family
needs less support (infrequent contact, less intense), HCP Care Coordination may no longer be
the best option.

e Can care coordination activities be transitioned to the child/youth’s primary care provider,
RCCO, or another community-based agency?

Clients not receiving active care coordination must be inactivated in CDS. Active care coordination is
defined as a child/youth moving through the HCP Care Coordination model and having a current
Shared Plan of Care.
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